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Abstract: Background and objectives Mental health literacy and stigma towards mentally ill people have
hitherto mainly been studied in relation to depression and schizophrenia and in adult samples. The Swiss
Youth Mental Health Literacy and Stigma Survey (SYMHLSS) was planned and carried out to address
these gaps. The aims of this article are to (1) outline and reflect on the methodology of the SYMHLSS
in order to build a sound methodological foundation for preparing and conducting similar future surveys;
and (2) advance school-based survey methods more generally. Methods The Australian National Survey
of Youth Mental Health Literacy and Stigma (telephone survey) served as basis for the Swiss survey. As in
the Australian survey, vignettes describing a person with a mental disorder were the core element to which
most subsequent survey questions referred. Five vignettes were used in the online-based Swiss survey that
used a representative school-based sample of roughly 5000 students: (1) depression; (2) alcohol abuse; (3)
depression and alcohol abuse combined; (4) schizophrenia, and (5) social anxiety disorder. Results and
conclusions The current paper describes (1) the aims and research questions of the SYMHLSS against
the backdrop of some essential research gaps in the field; (2) the rationale for selecting the particular
vignettes mentioned above; (3) the adaption and development process of the SYMHLSS (including pilot
testing); (4) the reasoning for using a school-based online survey with in situ guidance of research staff;
(5) and methodological insights gained during data collection. The provided information might be used
as guiding references for other researchers who aim to adapt and develop vignette-based surveys in the
field of mental health literacy or stigmatizing attitudes or who are planning a school-based online survey
with in situ presence of research staff.
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Background and objectives: Mental health literacy and stigma towards mentally ill people have hitherto mainly been 
studied in relation to depression and schizophrenia and in adult samples. The Swiss Youth Mental Health Literacy and 
Stigma Survey (SYMHLSS) was planned and carried out to address these gaps. The aims of this article are to 1) outline 
and reflect on the methodology of the SYMHLSS in order to build a sound methodological foundation for preparing and 
conducting similar future surveys; and 2) advance school-based survey methods more generally.  
Methods: The Australian National Survey of Youth Mental Health Literacy and Stigma (telephone survey) served as 
basis for the Swiss survey. As in the Australian survey, vignettes describing a person with a mental disorder were the 
core element to which most subsequent survey questions referred. Five vignettes were used in the online-based Swiss 
survey that used a representative school-based sample of roughly 5000 students: 1) depression; 2) alcohol abuse; 3) 
depression and alcohol abuse combined; 4) schizophrenia, and 5) social anxiety disorder.  
Results and Conclusions: The current paper describes 1) the aims and research questions of the SYMHLSS against the 
backdrop of some essential research gaps in the field; 2) the rationale for selecting the particular vignettes mentioned 
above; 3) the adaption and development process of the SYMHLSS (including pilot testing); 4) the reasoning for using a 
school-based online survey with in-situ guidance of research staff; 5) and methodological insights gained during data 
collection. The provided information might be used as guiding references for other researchers who aim to adapt and 
develop vignette-based surveys in the field of mental health literacy or stigmatizing attitudes or who are planning a 
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1Mental disorders (including substance abuse) account for a large proportion of the burden of disease in young people 1–3. 
Yet, even in high-income countries a significant proportion of affected youth does not get specialized mental health 
treatment 1,2,4. The reasons for not getting professional care despite the existing need include limited mental health 
literacy (MHL), defined as “knowledge and beliefs about mental disorders which aid their recognition, management or 
prevention.” 5. For young people with a mental disorder, not recognizing their condition, not knowing where to seek 
help, or believing that professional help would not improve their well-being, might all be a result of a limited MHL. Not 
being willing to disclose a mental health problem and to seek professional help might also stem from stigma attached to 
such conditions and to seeking professional help for it 6–11. Such stigmatizing attitudes are possibly associated with the 
repeatedly demonstrated preference of young people to seek informal instead of formal help 8 or to rely on themselves 7,8. 
Similarly, a limited MHL and stigma may also manifest itself in poor mental health first aid skills among young people, 
i.e. a limited ability to provide adequate help to a peer developing a mental health problem or in a mental health crisis 12. 
Various methods exist to assess people’s MHL and their stigmatizing attitudes towards mentally-ill people in population-
based surveys 13–15. The traditionally dominant approach is to use questionnaires featuring vignettes (a description of a 
person with a mental disorder), which allow the elicitation of responses from study participants 13. Such vignette-based 
surveys targeting young people have been for instance carried out as computer-assisted telephone interviews16 or as 
school-based paper-pencil surveys17–21. Despite the importance of the methods used, scholars have hitherto barely 
published detailed methodological descriptions, which provide in-depth insights into the adaption and development of 
such questionnaires (including the reasoning why vignettes of particular mental disorders have been portrayed) and 
elaborate the pros and cons of the chosen procedure of data collection. The current article outlines the study methodology 
of the Swiss Youth Mental Health Literacy and Stigma Survey (SYMHLSS) as a foundation for future publications and 
presents lessons learned for similar future surveys. On the one hand, since the SYMHLSS adapted a similar vignette-based 
survey to that used in Australia 16,22, this article also features learnings for researchers who seek to adapt extant surveys to 
other cultural and linguistic contexts and other modes of data collection (from a telephone-based interview to an online 
survey). Furthermore, it contributes to advancing school-based survey methods by combining online survey methods 
with in-situ guidance of participants (provided by physically present research staff). The remainder of this article is 
                                                          
1 Abbreviations: 
MHL = mental health literacy 





structured as follows: First, against the backdrop of some essential research gaps in the field, the aims and research 
questions of the SYMHLSS are outlined. Secondly, the iterative adaption and development of the vignettes and 
questionnaire are documented, reflecting the feedback received during the pilot testing phase. In a third step, we report 
on the data collection process and provide insights on the participants’ use of different devices to fill out the online 
questionnaire. Fourthly, the planned quantitative and qualitative analyses of the SYMHLSS are outlined. While the 
different strengths of particular methodological decisions are discussed across all subsequent sections, the limitations of 
the SYMHLSS are described separately in a fifth section, before concluding the article in a sixth section. 
 
AIMS AND RESEARCH QUESTIONS OF THE SYMHLSS  
The SYMHLSS aims to explore MHL and stigmatizing attitudes towards different mental disorders in young people 
attending secondary schools in Switzerland. Most research (including from Switzerland) has hitherto either targeted 
adults 13 or did not report results for adolescents separately even when actually including young participants. This is 
regrettable given the early onset of many mental disorders 1,4,23,24, the significant (long-term) impact of such conditions 1,2 
as well as the possibility that adolescents and young adults have their unique ways of dealing with mental health 
problems. Surveying young people also allows the use of vignettes and subsequent questions that are designed to be more 
age-appropriate. Secondly, the SYMHLSS aims to contribute to a sophisticated understanding of MHL and stigma by 
focussing on a broad range of mental disorders beyond those that have hitherto been predominantly studied (depression 
and schizophrenia/psychosis 13,25). Thirdly, it is aimed to conduct cross-country comparisons between the SYMHLSS and 
the Australian National Survey of Youth Mental Health Literacy and Stigma, which constituted the basis of the here-
presented study. Such country comparisons are still scarce 13, even though some studies have already reported on the 
existence of such differences26. The comparison with Australia will be of particular interest, since this country occupies a 
pioneering role, having defined a national strategy for mental health in 1997 27 and carried out several programs that 
aimed to increase the public’s MHL and reduce stigmatizing attitudes (e.g. beyondblue). In recent years, efforts to 
strengthen the MHL of the general public and to reduce stigmatizing attitudes towards mentally ill people have also 
increased in Switzerland, in conjunction with campaigns such as “Wie geht’s dir?” (“How are you?”; launched in 2014) 
and “Prävention Jugendsuizid: Hör zu, wenn jemand Suizidgedanken hat” (“Preventing youth suicide: Listen when 
someone has suicidal thoughts”; launched in 2018) and might further increase in the near future. Hence, as well as giving 
insights into the current state of MHL / stigmatizing attitudes of young people, the SYMHLSS data can be used as a 




and intentions, have, to the best of our knowledge, not yet been investigated in Switzerland and will be studied with the 
data from the SYMHLSS.   
 
The following research questions will guide this study: 
1) Do young people recognise particular mental disorders described in vignettes (i.e., use accurate psychiatric 
labels) or do they characterize them inaccurately (e.g., downplaying the symptoms)?     
2) Do adolescents and young adults intend to seek help in case of suffering from a mental disorder (from informal 
and/or formal sources) or do they reject help (and, if so, what are the reasons for it)?  
3) What are young people’s beliefs about the effectiveness of particular self-help strategies, professional 
interventions, preventative measures and mental health first aid actions and do they differ from the scientific 
evidence on effectiveness and expert consensus on best practices, respectively?  
4) Do participants intend to provide help to a peer with a mental disorder and, if so, what mental health first aid 
would they provide? Is this first aid appropriate as measured against expert consensus on best practice?  
5) Do young people exhibit and report stigmatizing attitudes towards people with mental disorders? 
6) What factors predict a low / high MHL or the existence of stigmatizing attitudes?  
7) Do the results of the Swiss survey differ from those that have been collected in Australia?   
 
ADAPTATION AND DEVELOPMENT PROCESS  
The Australian origin 
As mentioned above, the Swiss survey was based on the Australian National Survey of Youth Mental Health Literacy and 
Stigma 16,22 (the original questionnaire can be found in Supplementary Material 1). The Australian telephone-based 
survey was similarly tailored to study a broad range of mental disorders in order to develop a differentiated 
understanding of the subject matter. Depending on the age and gender of the participant, a particular vignette was 
presented in a way that most closely resembled the age and gender of participants (each of the vignettes was available in 
four versions: two gender (male, female) x two age groups (12-17 years; 18-25 years)), so that participants were able to 
optimally relate to the character portrayed. These mental disorders marked the core element of the survey and served as 
the point of reference for subsequent questions on MHL and stigmatizing attitudes. While the Swiss survey continues the 
use of partially adapted vignettes and questions, it draws on a distinct rationale for selecting a (reduced) set of mental 





Selection process of mental disorders for the SYMHLSS  
On the one hand, since MHL and stigmatizing attitudes have been shown to substantially vary between different mental 
disorders 25,28–30, the Swiss survey set out to study a broad range of mental disorders. On the other hand, however, we had 
to limit the survey to five disorders in order to achieve enough answers per vignette in terms of statistical power. The 
following mental disorders have been included: 1) depression; 2) alcohol abuse; 3) depression and alcohol abuse 
combined; 4) schizophrenia, and 5) social anxiety disorder. The rationale for selecting these specific mental disorders 
was first and foremost anchored in the intent to include conditions from different ICD-blocks (alcohol abuse > F10-19, 
schizophrenia > F20-29, depression > F30-39, and social anxiety disorder > F40-48) and thereby reflect the heterogeneity 
of conditions advocated by one of the core classification systems. Secondly, the survey seeks to reflect different 
prevalence rates of mental disorders in young people, ranging from relatively low (e.g., schizophrenia; 31) to relatively 
high rates (e.g., depression 32). Including disorders with different prevalence rates is important since these rates have 
potential effects on the likelihood of a person’s exposure to the disorder (being affected oneself or knowing a person with 
the condition), which in return might influence the level of MHL and the types of stigmatizing attitudes 25,33,34. Thirdly, 
the selection was also based on the degree to which the mental disorders have previously been researched. On the one 
hand, counteracting the bias towards depression and schizophrenia by studying previously fairly neglected conditions 
(e.g., social anxiety or depression in combination with alcohol abuse) is important to gain new and more differentiated 
insights into the phenomenon (e.g. regarding possible misconceptions among young people). On the other hand, 
including already well-researched conditions (e.g., schizophrenia) is particularly important for conducting comparisons 
between countries in terms of the states of MHL, cultural idiosyncrasies pertaining to stigma, or the effectiveness of 
population-based (policy) efforts.   
 
Translation process and adaptations before pilot testing   
The vignettes and subsequent questions were first translated into German by MD, then back-translated by LM, and 
subsequently checked by AFJ for accuracy. Some adaptations were already incorporated during this translation process. 
First, in contrast to the Australian National Survey of Youth Mental Health Literacy and Stigma, we also included an 
“alcohol abuse only”-vignette, which had been developed by Lubman et al. 35. In favour of coherence, we did not use the 
original vignette that combined depression and alcohol abuse from the Australian National Survey of Youth Mental 
Health Literacy and Stigma, but combined the contents of the “depression without suicidal thoughts” vignette used in the 
Australian survey with the “alcohol abuse” vignette of Lubman et al. Including a “depression only”-, an “alcohol abuse 




disorders regarding MHL and stigma. Secondly, the names of the characters in the vignettes have been changed to names 
that are more common in Switzerland. Thirdly, no differentiation by age group has been made in the Swiss survey, since 
the Swiss sample was not defined by age but by educational level (see Section “target population and sampling 
strategy”). The wording used for the 18-25-year olds in the Australian survey proved to be appropriate for the entire 
Swiss target group of young people, with the characters in the vignettes being described as “being about the same age” 
as the participant. Fourthly, due to switching from a telephone-based to a school-based survey method, a more self-
explanatory language and structure of the survey had to be adopted.  
 
Pilot testing and subsequent adaptations   
A first printed version of the translated and adapted questionnaire was pilot tested in a vocational class of 16 students 
(mostly 16- to 17-year olds) on the 20th of June 2017. After reading through the vignettes and questions, the content of 
the survey was discussed in two focus groups (moderated by LM and MD). One of the most frequent feedbacks from 
students was that the change of perspective, which participants have to perform across the questionnaire, is perceived as 
rather difficult. More specifically, depending on the section of the survey, the character described in the vignette has to 
be pictured as a close friend or acquaintance, whereas in other sections, participants have to imagine being themselves 
the person described in the vignette. To minimize the cognitive challenge for the participants and to increase the accuracy 
of answers, we introduced and emphasized the distinct type of perspective at the outset of each section. Another feedback 
was that the terms “mother” and “father” were too narrow to cover all possible primary caregivers, therefore the 
terminology was further generalized (female or male caregiver). Furthermore, some questions and answer categories that 
were not well understood or associated with some ambiguities were adapted or deleted. For instance, most students 
claimed that they did not feel able to answer the question about the helpfulness of particular medications, such as 
antipsychotics, since they did not know these specific medications. Hence, a more general question was developed, 
asking about the helpfulness of psychotropic medications prescribed by a physician (described as medications that for 
instance are used to treat depression, to calm someone’s nerves, or to improve someone’s sleep). This question allowed 
us to more broadly reflect our object of interest without risking a significant number of “do not know”-answers. Lastly, 
the survey has been complemented with new questions. For instance, a question was introduced for those pupils who 
indicated that they would/could not help the person described in the vignette, allowing them to elaborate on the reasons 
for their response. Furthermore, a new question was developed that asks about the helpfulness of becoming/being 
creatively active (e.g., making music) in order to treat/prevent a mental disorder. Apart from adapting the content of the 




developed based on the insights from the first pilot test and the guidelines of the ethics committee (see Supplementary 
Material 2). For instance, various pupils mentioned that it is difficult to answer questions referring to the vignette if the 
described problem is not fully understood. Hence, pupils were subsequently encouraged to answer the questions to the 
best of their ability (i.e., intuitively), even if they barely felt able to comprehend the problem described. In return, 
however, the survey was concluded with a question allowing the pupils to state how well they felt able to comprehend 
the problem(s) of the character described in the vignette and an invitation to openly comment on the survey in general. 
A second pilot test of this adapted version was carried out on the 29th of June 2017 in a class of 16 students (mostly 16- 
to 17-year olds) of the same vocational school. Only some minor additional adaptions were carried out after this round.  
The online version was subsequently set up using LimeSurvey and was tested in a third class of the same vocational 
school on the 7th of July 2017. The 16 students did not have any problems in filling out the questionnaire (including 
various open-ended questions) using tablet computers. The only problems that became apparent consisted of minor 
technical issues. Most importantly, it took several minutes for some students to connect the tablets with the WLAN of the 
school. In order to avoid this problem during the actual data collection, participating schools were asked in advance to 
provide information on the stability, speed, and usability (e.g., connection) of their WLAN. When a school did not fulfil 
the set criteria to collect data via the school’s WLAN, the online survey was assessed via a mobile hotspot.     
 
Final version of the questionnaire  
The contents of the final version of the questionnaire are summarized in Table 1. Furthermore, the entire German 
questionnaire is presented in Supplementary Material 3.   
 
 Please insert Table 1 here 
 
DATA COLLECTION  
Target population and sampling strategy  
The target population were pupils on the upper secondary education level in German-speaking parts of Switzerland 
(=ISCED3). The focus on the German-speaking region in the multilingual country of Switzerland was essential in order 
to ensure the feasibility of the study (due to budget restrictions, it would have been too time consuming and costly to 
translate and adapt the questionnaire into French and Italian, recruit and train French- and Italian-speaking staff, and to 




Switzerland). A two-stage stratified sample design was used with the aim of yielding a representative sample of about 
5,000 students (approximately 1,000 students per vignette). The first-stage sampling units consisted of individual 
schools, which were randomly selected. Thus the two academic paths that can be followed after concluding mandatory 
schooling – general education (strata I) or vocational school (strata II) – were represented proportionally. The second-
stage sampling units were classes within the sampled schools. In general, three classes were selected randomly in each 
participating school. All students of a selected class were asked to participate in the survey. The sampling strategy 
allowed us to cover a broad range of scholastic capacities and (study/vocational) interests and different levels of training 
in the field of public (mental) health. 
 
 
Procedure and reasoning for choosing an online school-based survey with in-situ guidance   
Data collection started in October 2017 and lasted until June 2018. This long data collection phase allowed us to consider 
the individual schedules of schools and their preferred dates for data collection within the same school year. Research 
staff travelled to participating schools, introduced the survey to students and answered any questions that arose before the 
survey started. Subsequently, students filled out the online questionnaire during the remaining school lesson. If 
necessary, research staff provided further support to students (e.g., answering questions in a non-suggestive manner). The 
study protocol has been approved by the ethics committee of the University of Zurich (approval number: 17.4.9). 
Participants were required to provide informed consent before starting with the questionnaire (no consent from parents 
was needed).  
The choice for an online school-based survey conducted in schools was motivated by the previously reported low refusal 
rates at the level of students in school-based surveys36,37, the simplicity of getting a representative sample of students who 
have chosen different academic tracks, and the relatively low costs of this approach compared to a telephone-based 
survey. Furthermore, an online rather than paper-and-pencil survey has various advantages, such as 1) allowing for a 
simplified random presentation of vignettes and building a more complex questionnaire without impairing the user-
friendliness (e.g., some questions are only presented if a previous filter question has been answered in a certain way); 2) 
reducing missing values (e.g., by reminding participants that they did not fill out a particular question); 3) no need to 
entering data later on and thereby reducing a possible source of error (e.g., unlike a paper-and-pencil version, no 
deciphering of difficult handwriting is necessary when a survey is carried out online); and 4) connecting to the 






As expected, the participation rate at the level of students was high: Altogether, 4,983 students of 314 classes of 105 
schools participated (response rate among those who were present on the day of data collection = 99.4%; see Figure 1). 
The characteristics of participants are detailed in Table 2. Furthermore, it must also be positively emphasized, that most 
of the participating students fully completed the online questionnaire (4,908 out of 4,983) and the comprehensive and 
detailed answers provided by the participants in the case of open format questions (e.g., regarding problem recognition or 
possible barriers to help-seeking) indicate that students generally made an effort to fill out the questionnaire in a proper 
manner. The high participation rate coupled with often fully completed surveys were achieved by a range of measures: 
Firstly, the in-situ presence of the research staff emphasized the importance of the research project and further motivated 
the students to fill out the questionnaire (e.g. students expressed gratitude that somebody is taking care of the health 
issues of the public). Furthermore, the staff assisted students if necessary during the survey, which helped to prevent 
unnecessary discontinuation of the participation. Secondly, data was collected during school lessons. Hence, most 
students might also have been willing to participate since they did not have to sacrifice their leisure time. Thirdly, the 
piloting guaranteed the comprehensibility and cultural adequacy (e.g. culturally relevant types of self-help strategies) of 
the questionnaire and the feasibility of filling out an online version of the questionnaire. Hence, students generally 
remained motivated to completely fill out all questions. Lastly, participants were allowed to choose the mode of data 
collection that they felt most comfortable with (see below), which might also have contributed to their willingness to 
participate. 
 
 Please insert Figure 1 here  
 Please insert Table 2 here 
 
The device-related mode of participation  
Mode of data collection within classes is presented in Table 3. In general, all students of a class filled out the 
questionnaire with the same type of device, e.g., PC or tablet, which was possible due to the adaptive character of 
LimeSurvey. However, preferences of students were considered and they were allowed to switch to another device (e.g., 
use their smartphone rather than our tablets). This seemed to be important since some students preferred using personal 
devices, as they regarded them as being more private than using devices that were shared with other people (even though 





NOTES ON THE PLANNED ANALYSES 
The data collected via LimeSurvey was downloaded as an SPSS file and cleaned (e.g., inconsistencies between the data 
and the information on the data collection protocols were clarified). Closed questions will be analysed with statistical 
programs (e.g. R) to answer the above-mentioned research questions. Possible differences in response patterns as a 
function of the mode of data collection will be controlled as well. To account for the complex sampling design 
concerning appropriate point and variance estimation for population inference, survey weights will be used 38.   
Answers to open-ended questions will be fed into a program suited for qualitative analyses (e.g., MAXQDA). We will 
apply methods such as content 39 and discourse analysis 40 to code and analyse these answers and contrast them with 
previous empirical findings and theories. For example, we will seek to flesh out and categorize the various mental health 
first aid strategies participants propose to help the character in the vignette and evaluate them in terms of their 
effectiveness against the backdrop of the scientific literature. The qualitatively derived codes will also be analysed 
quantitatively in a second step. For instance, we will also trace how participants enact particular discourses with 
potentially stigmatizing effects. Furthermore, we can evaluate what variables (e.g., age, gender, school type) predict the 
use of (in)accurate labels.  
Possible predictors will be studied for the outcomes assessed (e.g., recognition of mental disorders), including both 
predictors that have been identified in earlier studies (e.g., exposure to mental disorders; 25,33,34), as well as those that 
have previously not gained much attention. For instance, there will be an investigation of whether the level of mental 
health literacy varies as a function of particular types of vocational schools and/or high schools (e.g., based on the level 
of training the students are getting in the field of mental health). Lastly, differences between vignettes pertaining to the 
mental disorders will be evaluated in-depth (e.g., recognition rates for each mental disorder). 
 
LIMITATIONS  
Despite the numerous strengths of the survey that have been discussed in the previous sections, the following limitations 
have to be borne in mind: Firstly, the refusal rate at the school level was relatively high – a problem that will be 
elaborated in detail elsewhere. Secondly, it must be considered that not all young people will be reached by a school-
based survey as it has been set up. More precisely, the roughly 10% of young people who do not complete upper-




a (severe) mental disorder might be more likely to be absent on the day of data collection due to mental health sick leave. 
Thirdly, it must be kept in mind that despite the advantage of vignette-based questionnaires (providing a more detailed 
description for participants relative to just asking knowledge questions 13,43), the vignettes represent hypothetical cases 
and answers of students to these scenarios might still differ from real-life situations. Lastly, the survey has, for the time 
being, only been carried out in the German-speaking part of Switzerland. An expansion to other language regions might 
follow later on. Besides these limitations, researchers who aim to conduct a similar survey also have to be aware of the 
considerable time that is needed for data collection: In particular in vocational schools the three randomly-selected 
classes could often not be surveyed on the same day and the research staff had to travel to these schools up to three times, 
which is time consuming despite the good public transport system in Switzerland. Hence, the advantages of having 
research staff on site must be weighed against the trade-off regarding time spent travelling / collecting data.   
  
CONCLUSIONS  
This article provides lessons that might be used for other researchers who aim to adapt and develop vignette-based 
surveys in the field of MHL or stigmatizing attitudes or who are planning a school-based online surveys with in situ 
presences of research staff. While some aspects might be useful regardless of the particular country (e.g., pilot testing 
with the target group), others might be more variable (e.g., what sampling strategy is best suited to achieve a 
representative sample; whether or not an in situ presence of research staff is feasible).      
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Total number of students in the 314 participating classes of 105 schools: 5,531 
Number of students who were absent on the day of data collection (e.g., due to flu): 
508 
Refusal* (not giving informed 
consent): 24 (0.5%) 
Number of students who were present, were informed about the study and were 
eligible (including sufficient language skills): 5,015 
Discontinuance (giving informed 
consent, but discontinue filling out the 
questionnaire): 8 (0.1%) 
Participating: 4983 (99.4%)  
Complete participation (filling out all 
the questions of the questionnaire): 
4908 (97.9%)  
Incomplete participation (partly filling 
out the questionnaire): 75 (1.5%)  
Discontinuance / Refusal: 32 (0.6%)  
Number of students who were present on the day of data collection, but could not 
participate (e.g., lacking language skills; technical difficulties): 8 

























Table 1: Content of the questionnaire  
Content of the 
questionnaire 
Specification 
Introduction to the study and 
informed consent 
After being orally informed by scientific staff about the study, students had 
the possibility to read the information about the study again (including 
information that participation is voluntary). Those who were willing to 
participate had to give their informed consent.    
Class number / password Each class had to fill in a class number and password. These data were 
checked with the data collection protocol that was filled out by scientific 
staff during data collection and was used for the data cleaning. 
Socio-demographic 
characteristics 
Age and gender of participants were assessed. Furthermore, participants were 
asked if they had a main female and male caregiver and, if so, who it is. 
Country of birth and highest educational achievement of female and male 
caregivers (if present) were assessed as well (according to the guidelines of 
the ethics committee, highest educational achievements were only assessed if 
the participant was at least 16 years old). 
Vignette One of five vignettes were randomly presented to participants: 1) depression 
only; 2) alcohol abuse only; 3) depression and alcohol abuse combined; 4) 
schizophrenia, and 5) social anxiety disorder. 
Recognition of disorders  Participants were asked to describe the problem of the person in the vignette. 
Based on experiences during the pilot test, it was emphasized that 
participants should focus on the problem and not mention the cause1.  
Intended actions to seek help 
and perceived barriers  
Participants were asked several questions about how they would react if they 
had a problem like the one described in the vignette (Would they seek 
help/speak about the problem? If yes, from whom? What could hinder them 
from seeking help?). 
Belief and intentions about 
mental health first aid  
Participants were asked how they would help a close person with the same 
problem as the one described in the vignette and whether they believe they 
would and could help this person. Participants who indicated that they would 
or could not help the person in the vignette were also asked about the reasons 
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Content of the 
questionnaire 
Specification 
for it. All participants were subsequently asked to assess the 
helpfulness/harmfulness of various potential mental health first aid strategies 
(e.g. suggesting the person to use cannabis (e.g., to forget his/her problem or 
to relax); listen to the person’s problems in an understanding way).   
Beliefs about interventions / 
self-help strategies  
In this section, the character of the vignette was described as someone the 
participant knows, but is not close to. Participants were asked to rate the 
helpfulness/harmfulness of various people who might support the person 
described in the vignette (e.g., psychologist, a close family member, a close 
friend) as well as of particular interventions (e.g. psychotherapy) or self-help 
strategies (e.g., becoming physically active). Furthermore, they were asked 
how helpful/harmful it would be if the person described would deal with 
his/her problems on his/her own.  
Beliefs about prevention  The character of the vignette was described as someone the participant 
knows, but is not close to, in this section. Students were asked about things 
that the person described in the vignette might have done in order to reduce 
his/her risk of developing the problem in the first place (i.e. preventive 
measures, such as keeping physically active, never drinking alcohol in 
excess).    
Stigma  In this section, the character of the vignette was introduced again as someone 
the participants knows, but is not (yet) close to. Participants were asked how 
strongly they personally (dis)agree with various statements in regard to the 
person described in the vignette (e.g., the character’s problem is a sign of 
personal weakness; the described person is dangerous). Furthermore, they 
were asked whether they would look forward to spending time with the 
person described in the vignette (e.g., going out or working together on a 
project).  
Exposure to mental disorders  Participants were asked if a family member/a close friend has had a similar 
problem to the person described in the vignette. If such a problem existed, 
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Content of the 
questionnaire 
Specification 
they were asked whether the problem was treated professionally. 
Furthermore, they were asked if they themselves ever had a problem like the 
person described in the vignette, and if so, if this was within the last 12 
months; if they received professional help; and if professional help was 
received, whether it was helpful.  
Psychological distress2 The well-known and validated Kessler Psychological Distress Scale (K6) 
was used to assess psychological distress 44,45. Referring to the past 30 days, 
participants were asked about the frequency of having felt i) nervous, ii) 
hopeless, iii) restless or fidgety, iv) so depressed that nothing could cheer 
them up, v) that everything was an effort, and vi) worthless.           
Alcohol abuse2 The well-established and validated AUDIT-C 46,47 was used to assess 
problematic alcohol use. The measurement consists of three questions asking 
about the frequency and quantity of alcohol consumption, as well as the 
frequency of risky single-occasion drinking.       
Cannabis use3 Participants were asked whether they have used cannabis during the previous 




Participants were asked to rate how well they comprehended the problem of 
the character described in the vignette on a scale ranging from 0 (very badly) 
to 10 (very well). This question was newly introduced, since some students 
mentioned during the pilot test that it is difficult to answer the questions 
(e.g., about the helpfulness of certain interventions) when the problem of the 
character in the vignette is not fully understood.      
Open comment Participants were given the opportunity to comment on the survey or write 
down anything that they needed to get off their chest (e.g., their experiences 
with the mental disorder described in the vignette; aspects of the survey that 
they (dis)liked).  
Offers of help Offers of help (including websites / phone numbers) for mental health 
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Content of the 
questionnaire 
Specification 
problems or feelings of distress were included on the last page (a print out of 
offers of help was also available). Furthermore, participants were informed 
that a short report about the main study results will be published on the 
website of the institute.  
Note: 1 During the pilot test, some students just speculated about potential causes to explain why the character in 
the vignette was behaving this way (e.g., for the depression vignette “she got dumped by her boyfriend.” or for 
the social anxiety vignette: “he got bullied.”). By emphasizing that participants should describe the problem (and 
not the cause), it was aimed to get a particular label for the problem in the vignette. 2 Psychological distress and 
alcohol abuse were – among other things – assessed to look at differences between participants with high vs. low 
levels of psychological distress or participants who were abusing alcohol vs. those who were not in regard to 
their assessment of the depression or alcohol abuse vignette (e.g., stigmatizing attitudes towards the person 
described in the vignette), respectively. 3 The cannabis use of participants was assessed, since cannabis use was 
addressed in several questions of the survey. Participants were for instance asked to assess the helpfulness / 
harmfulness of suggesting the person in the vignette to use cannabis (e.g., to forget his/her problem or to relax). 
Among other things, it will be analyzed whether the cannabis use is endorsed more frequently by participants 
who use cannabis regularly vs. those participants who are not using cannabis at all or just rarely.    
  









Strata I (general 
education):   
n=1,370 




Up to 17 years old: n (%) 
18-20 years old: n (%) 













Male sex (%)  2687 (53.9) 881 (64.3) 1806 (50.0) 
Country of origin female caregiver  
Switzerland: n (%) 
Other European countries: n (%) 
Northern America: n (%)  
Latin America / Caribbean: n (%) 
Asia: n (%) 
Africa: n (%) 
Others (Oceania) / unknown / unclear: n (%)  





















817  (22.6) 
10  (0.3) 
95  (2.6) 
259  (7.2) 
54  (1.5) 
88  (2.4) 
70  (1.9) 
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Note: In Switzerland, more young people follow the academic track “vocational school and training” compared 
to “general education”. Therefore, more students belonged to strata II. 
 






Note: Tablets were generally provided by the research team (occasionally, students also used their personal 
tablets); PCs were provided by schools; notebooks and smartphones were owned by students. “Mixed modes of 
data collection” indicates that not all students of a particular class filled out the online questionnaire via the same 
means  
  
Country of origin male caregiver   
Switzerland: n (%) 
Other European countries: n (%) 
Northern America: n (%)  
Latin America / Caribbean: n (%) 
Asia: n (%) 
Africa: n (%) 
Others (Oceania) / unknown / unclear: n (%)  




























 Total classes: 
n=314 
PC / notebook: n (%) 124 (39.5) 
Tablets: n (%) 90 (28.7) 
Smartphone: n (%) 20 (6.4) 
Mixed modes of data collection: n (%)  80 (25.5) 
